Case reports
============

Case 1
------

A 77-year-old woman was hospitalized in a dermatology department for atrophic skin lesions, with discrete erythema at the edges on the preauricular area and hyperpigmented macules on the frontal and malar area ([Figure 1](#f1-cia-9-421){ref-type="fig"}). She described the lesions as being present for several months, accompanied by slight pruritus on the face and scalp. The patient was diagnosed 10 years before with arterial hypertension well controlled by indapamide; a cardiological examination revealed no anomaly or no neurological symptoms. Dermatological examination failed to unfold other skin lesions, except the one on the face strictly related to the patient's age.

She was referred to the hospital under suspicion of discoid lupus; a punch biopsy was taken from the preauricular area. The histopathological report excluded lupus and concluded orthokeratosis, spongiosis, and sparse lymphocytic perivascular infiltrate in the dermis ([Figure 2](#f2-cia-9-421){ref-type="fig"}).

All the routine lab tests were within normal range. Based on clinical grounds, histological report, and lab investigations, the suspicion of discoid lupus was excluded. A psychiatric consult was demanded, and a transfer to the psychiatric department was accepted. New dermatological advice was asked for 1 month later, the patient being in very good condition, with no new lesions and minor hyperpigmentation on the face. The patient admitted the self-mutilation by causing the skin lesions herself, but without being able to explain the automutilation, most of the time being unaware of doing it; furthermore, she did not claim any delusions of parasitosis. She was transferred to the psychiatric unit and not followed up in the dermatology unit.

Case 2
------

A 61-year-old woman was hospitalized in a dermatology department for evaluation of atrophic scars disseminated on the face, trunk, and upper limbs ([Figure 3](#f3-cia-9-421){ref-type="fig"}). She could not recall when she had first noticed the lesions, but her medical documents were filled with hospitalizations, investigations, and therapies for the last 2 years, varying from chronic eczema, anetoderma, morphea, prurigo, discoid lupus erythematosus, mycosis fungoides, and others not remembered by the patient. The patient was in good medical condition, with no comorbidities, treatments, or complaints. Clinical examination did not reveal anything worthy.

A complete battery of blood tests was performed, but did not reveal the cause of the disorder. On the fifth day of hospitalization, during the night, she attempted suicide by taking an aspirin overdose. She was transferred to a psychiatric hospital, where she was diagnosed with severe depressive syndrome. Thereafter, she underwent stabilization and treatment, with no information on the therapeutic plan being available. The patient finally admitted the self-mutilation that had been going on for years.

Based on the elusive history of the lesions, chronic evolution, and weird cutaneous impairments displayed upon attainable areas of the body, which did not mirror any of the known dermatoses, and associated to inconclusive biopsy ([Figure 4](#f4-cia-9-421){ref-type="fig"}), with remission after specific psychiatric therapy, we finally reached a diagnosis of factitial dermatitis.

Discussion
==========

Psychocutaneous disorders are conditions that are characterized by psychiatric and skin manifestations, and are classified into primary dermatologic disorders with psychiatric comorbidity (atopic dermatitis, psoriasis, vitiligo, alopecia areata) and psychiatric disorders with dermatologic manifestations (obsessive--compulsive disorders, factitious disorder by self-mutilation, delusions of parasitosis, psychogenic purpura, cutaneous sensory disorders, and others).[@b1-cia-9-421]

Factitious disorder is a mental disease, and the number of patients requiring medical care for it is probably quite consistent but however is rather unknown, partly caused by misrecognition of the clinical and psychopathological features.[@b2-cia-9-421],[@b3-cia-9-421] Cutaneous factitia is not very well known, can mimic many skin lesions, and may lead to unnecessary investigations and treatments, therefore delaying the diagnosis and correct therapeutic measures in psychiatric hospitals.

Other related terms mostly used in dermatology and reflecting the skin condition in these pathological cases are: dermatitis artefacta syndrome, characterized by unconscious self-injury of normal skin, while dermatitis para-artefacta is the result of autoaggravating a preexisting dermatosis.[@b4-cia-9-421] It is more often described in women; the ratio varies from 4:1 to 8:1, with age of onset ranging from 9 to 73 years.[@b5-cia-9-421]

The patient in general does not accept the idea of having a psychiatric disorder, and it is sometimes quite difficult to convince the family as well. Skin lesions are produced in different ways, depending on the education and imaginative levels of each person -- scarifications, cuts, burns -- and are usually not admitted to by the patient.

Factitious disorders must be differentiated from malingering; an important clue for this is that malingering is based on a real individual motivation (avoiding work, military or social duty, prison; obtaining material recompense, cost reparation, drugs), while patients suffering from factitia need medical care and support, claiming attention from medical staff and members of their own families.[@b6-cia-9-421]

Morgellons disease is a controversial condition in which patients complain of stinging, burning, and biting sensations under the skin and presence of subcutaneous dermal fibers.[@b7-cia-9-421] It has been associated with positive serology to *Borrelia burgdorferi*, and recently these filaments proved to be composed of keratin and products of keratinocytes.[@b8-cia-9-421]

Lichen simplex chronicus is characterized by lichenified plaque due to prolonged scratching, on the neck (cervical and occipital area), elbow, ankles, and vulva, in patients with psychological disorders.[@b9-cia-9-421],[@b10-cia-9-421]

Prurigo nodularis is characterized clinically by chronic, intensely pruritic nodules, with hyperpigmentation, with unknown etiology, most commonly seen between the ages of 20 and 60 years, with equal distribution between the sexes, associated with emotional stress, anemia, hepatic dysfunction, uremia, myxedema, venous stasis, folliculitis, nummular eczema, lymphoma, human immunodeficiency virus infection, perforating collagenosis, gluten-sensitive enteropathy, contact dermatitis, and atopic eczema.[@b11-cia-9-421]

Differential diagnosis also included the delusion of parasitosis, a quite frequent clinical entity, but where patients have the fixed, false belief that they are infested with parasites or have foreign objects walking through their skin, despite the almost normal aspect of the skin (sometimes scratch marks and slight erythema).

Self-induced skin damage can represent a real challenge to dermatologists. The history of the disorder is often quite ambiguous and misleading, but despite the fact that our knowledge of this peculiar pathology is limited, the mainstay of the diagnosis must always be kept in mind. Moreover, based on our knowledge and clinical experience, patients with cutaneous factitia are in general, individuals with a high level of education, and are seeking attention. Treatment is challenging, due to a characteristic lack of response to even prolonged therapy; the curative goal and success depends mostly upon psychiatric evaluation and treatment, which are rather difficult to achieve, and frustrating to both physicians and patients.

Clinical suspicion of factitia is based on the following clues: ambiguous history of the lesions, chronic evolution, bizarre forms of skin lesions that are found on accessible parts of the body and that do not resemble any of the known dermatoses, the continuous denial of the self-induced injury, healing of the skin under occlusive dressing, and finally the psychiatric evaluation.

Skin lesions must be considered an alarm signal in critical cases with emotional and behavior modifications, and particular attention should be paid especially in aged patients, while dermatologist--psychiatrist work teams are the major foundation of resolving these cases.
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![Scars with irregular borders, slight erythema, hyperpigmented postinflammatory scars on the pre-auricular area on the face.](cia-9-421Fig1){#f1-cia-9-421}

![Ortokeratosis, spongiosis, lymphocytic perivascular infiltrate, thickening of basal membrane (hematoxylin and eosin, 10×).](cia-9-421Fig2){#f2-cia-9-421}

![Atrophic scars on the face, trunk, and shoulders.](cia-9-421Fig3){#f3-cia-9-421}

![Parakeratosis, acanthosis, spongiosis, and a few lymphocytes scattered in the dermis.](cia-9-421Fig4){#f4-cia-9-421}
